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A 50-year-old man was admitted with the chief complaints of gait disturbance
and muscle atrophy of the thighs of insidious onset and gradually progressive
course over a period of five years. There was moderate weakness and atrophy
of both quadriceps femoris and gluteus maximus muscles. The other muscles
in four limbs revealed no abnormal findings. Electromyogram in both quadri-
ceps femoris muscles showed slight myopathic changes. A biopsy specimen from
the left quadriceps femoris muscle showed characteristic changes of muscular
dystrophy.

This case was considered to be an atypical form of limb-girdle muscular
dystrophy which showed quadriceps myopathy.
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TFig. 1. Photograph of the general appear-
ance of the patient showing marked
symmetrical atrophy of the thighs but
otherwise normal musculature.

Fig.2. Photograph of the lower limbs show-
ing symmetrical atrophy of the thighs
and gluteal muscles. Pseudohypertrophy
of the gastrocnemius is also seen.
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Fig. 3. Photomicrograph of the left quad-
riceps muscle showing a marked varia-
tion in muscle fiber diameter and an
increase in number of sarcolemmal
nuclei which are occasionally centrally
situated. The endomysial and per-
imysial connective tissue is proliferated
with fatty replacement. There is no

inflammatory cell infiltration nor mus-

cle regeneration. (H. and E., x126).

Fig. 4. Photomicrograph of the left quad-
riceps muscle showing atrophy of both
type 1 and type 11 muscle fibers.

(DPNH, x 126).
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